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i DEFICIENCY?}
N 831, 1200-8-6-.08 (1} Building Standards N 831
i This Plan of Correction has been developed
| . _ p
| {1) A nursing home shall construct, arrange, and ih compliance with State and Federal
‘maintain the condition of the physical plant and egulations. This plan affirms Manchester
. the overall nursing home environment in such a ealth Care Center’s intent and allegation
manner that the safety and well-being of the f compliance with those regulations. This
residents are assured. OC does not constitute an admission or

oncession of either accuracy or factual
llegation made in, or existence or scope of
ignificance, of any cited deficiency.

This Rule is not met as evidenced by:

Based on observation, it was determined the NS31

facility failed to arrange the overall nursing home
environment in such a manner that the safety and 1.The power cord to the electric stove
well-being of the residents are assured. located in the therapy room was removed

; o by the Plant Operations Manager on

The finding included: 2/21/12 and the stove will be used for

]
instructional purposes only.
: Observation on 12/10/12 at 10:23 AM revealed 2. There are no other electric stoves in the
there was no manual power override switch for Building that are used by the Therapy
the electric stove in the occupational therapy Department,
. room. 3. The Plant Operations Manager will
. . gheck the stove monthly during his
This finding was acknowledged bythe reventive maintenance checks to confirm
I maintenance director and the facility administrator at it is being used for instructional

during the exit conference on 12/10/12. purposes only.

!
4, The results of the preventive
maintenance checks will be reported by the
Plant Operations Manager monthly to the
Quality Assurance Performance
|mprovement Committee comprising of
Administrator, Director of Nursing,
Medical Director, Nurse Educator,
Activities Director, and Minimum Data Set
goordinator, Director of Social Services,
Plant Operations Manager, Registered
Dietitian, Director of Dietary, Director of
Therapy and Medical Records Coordinator.
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